In the current editorial, we discuss a review by Jankowski et al., 1 published recently in the Polish Archives of Internal Medicine. The paper focuses primarily on the current hypolipemic drugs and their mechanisms of action, while only sparingly describing the actual strategies to control hypercholesterolemia in the Polish population.
Jankowski et al. 1 described in great detail the mechanisms of action of several lipid-lowering drugs, including statins, ezetimibe, fibrates (fenofibrate), and nicotinic acid. However, the nicotinic acid and colesevelam -an anion-exchange resin -are currently unavailable in Poland. Furthermore, the authors compared the hypolipemic effectiveness of various doses of individual statins and in combination with other agents (statin + ezetimibe). Additionally, the results of several inter national clinical trials were reviewed with respect to the ability of lipid-lowering drugs to: decrease the prevalence of cardiovascular events (JUPITER -rosuvastatin 20 mg daily as primary prevention, SEARCH -simvastatin 80 vs. 20 mg daily in survivors of myocardial infarction), slow down the progression of coronary atheroma (COSMOS -rosuvastatin initially 2.5 mg, subsequently increased to 20 mg; ASTEROIDrosuvastatin 40 mg), and finally, slow down the progression of albuminuria (PLANET I and PLANET II -atorvastatin 80 mg vs. rosuvastatin 10 and 40 mg). Finally, the authors described 2 clinical trials examining the effect of various combination therapies on the frequency of cardiovascular events (ACCORD Lipid: simvastatin + fenofibrate vs. simvastatin + placebo) as well as on atherosclerosis estimated by carotid intima-media thickness (ARBITER-6 HALTS: statin + nicotinic acid vs. statin + ezetimibe). The present paper is focused on the experience of the previous 12 years (1997/1998-2010) in treating hypercholesterolemia in Poland and reviews recent publications on this issue.
Efficient prevention of cardiovascular events relies predominantly on achieving the target levels of low-density lipoprotein cholesterol (LDL-C). Its particularly low target values were established as a result of clinical trials involving administration of statins. These trials demonstrated clearly that reduction in the frequency of cardiovascular events due to cardiovascular disease (CVD), including ischemic heart disease (IHD), was proportional to the reduction in LDL-C levels. The lower the achieved LDL-C levels, the fewer clinical events were observed. Results of the study involving 170,000 participants were recently assessed by a meta-analysis and published by the Cholesterol Treatment Trialists' Collaborators. 2 As a result, the initial target LDL-C level for secondary prevention was established at <2.5 mmol/l, and subsequently lowered to <1.8 mmol/l. 3 It will be of interest to take a closer look at the Polish experience in achieving target levels of LDL-C, especially in patients with diabetes and IHD.
The STOK nationwide survey (Standard Terapii i Opieki Kardio logicznej) was conducted in Poland in 2002 and included 33,684 CVD patients evaluated at discharge from the hospital. 4 The study was designed to collect data on the rate of achieving the recommended LDL-C levels (<2.5 mmol/l) and the use of statins in this patient group. Surprisingly, only 14% of those patients (n = 4792) had the recommended LDL-C levels, although 92% of the analyzed population was receiving statins.
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Achieving target low-density lipoprotein cholesterol levels in the Polish population was limited in terms of the patient number (186 patients with CAD and 210 patients with diabetes), it was properly designed to ensure random selection of patients (10 subsequent patients from 20 primary care clinics randomly selected from a list of all such clinics in Poland). LDL-C levels below 2.5 mmol/l were reported in 51.7% of the patients with IHD and 57.4% with diabetes, while the use of statins reached 86.6% and 64.3%, respectively. Simvastatin was used more often than atorvastatin both by patients with IHD (56.9% vs. 43.5%) and with diabetes (57.8% vs. 40.7%). In the context of the recent guidelines for the management of dyslipidemias published by the European Society of Cardiology, 3 percentages of patients with LDL-C levels below 1.8 mmol/l were particularly relevant and reached 26.5% for IHD and 28.8% for diabetes.
However, the results reported by ARETAEUS 1 were less impressive.
10 The survey was conducted in 2009 in diabetic patients diagnosed not more than 2 years prior to the study and included 1714 inhabitants of various regions of Poland with and without IHD. Only 20% of diabetic patients had LDL-C levels below 2.5 mmol/l. Target levels of triglycerides (<1.7 mmol/l) were detected in 44% of the analyzed population, while target levels of HDL-C (>1.0 mmol/l in men and >1.3 mmol/l in women) were achieved in 55% of the patients. Statins were administered in 80% of diabetic patients without coexisting CAD.
Finally, the most recent study, NATPOL 2011, involving 2417 Polish residents investigated cholesterol levels and use of hypolipemic drugs (predominantly statins) in the population aged 18-79 years (Zdrojewski T, Bandosz P, Wyrzykowski W. The study does not report data concerning statin use in 2002, but based on the previously described studies, it can be safely assumed that lipid--lowering pharmacotherapy was less common at that time. The highest increase in the use of statins was observed in patients aged 60-79 years, probably due to high prevalence of CVD and diabetes in this group, which also explains the largest decrease of total cholesterol levels in this population.
In conclusion, the above publications suggest that lipid-lowering pharmacotherapy is gradually becoming more and more common in Poland. Importantly, the percentage of patients physicians completed the questionnaires. While 79.4% of the patients in the study received statins, only 16.9% of men and 15.8% of women who experienced myocardial infarction had their LDL-C levels below 2.5 mmol/l.
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A subsequent study (RECENT) conducted in 2005 enlisted collaboration of a representative group of randomly selected primary care physicians and specialists who recruited a total of 2593 patients with stable coronary artery disease (CAD). 6 Statins were administered in 71.9% of the patients; unfortunately, the study did not examine LDL-C levels in these subjects and was mainly focused on the assessment of their ambulatory pharmaco logical treatment.
Another study, 3ST-POL, was conducted on a significantly larger scale in 2007. It enrolled 49,950 outpatients. 7 Almost half of the patients (46.5%) was diagnosed with IHD, 20% survived myocardial infarction, and 10% had a history of transient ischemic attack or stroke. Among these high-risk individuals, only 15.6% had LDL-C levels below 2.5 mmol/l. Atorvastatin and simvastatin (49.1% and 44.8% of the patient population, respectively) were the 2 most commonly used statins, administered usually at a daily dose below 20 mg.
A report prepared by the Polish Registry of Acute Coronary Syndromes (PL-ACS), which assessed the evolving therapeutic approaches in the pharmacotherapy of myocardial infarction in Poland revealed that 75.4%, 72.3%, 74.4%, 72.9%, 77.0%, 78.7%, and 80% of the patients were receiving statins in 2003, 2004, 2005, 2006, 2007, 2008, and 2009, respectively. 8 Again, establishing the percentage of patients with acute coronary syndrome who reached ideal levels of LDL-C was beyond the scope of the study.
The Cracovian Program for Secondary Prevention of Ischemic Heart Disease was initiated in 1996, and subsequently continued within the Polish sections of the EUROASPIRE II and III surveys.
9 It involved 5 departments of cardiology within the Cracow city limits and offered a valuable insight into the evolution of the therapeutic approach throughout over 10 years of follow-up. The aim of this program was to improve the quality of post-discharge secondary prevention. It demonstrated a steady increase in the percentage of patients treated with statins from 28.7% in 1997/1998 through 34.2% in 1999/2000 and up to 85.4% in 2006/2007 . The percentage of patients with LDL-C values below 2.5 mmol/l was increasing in a similar way, from 12.6% through 13.1% and up to 60.7%.
Improvement in achievieng LDL-C target levels, when compared with the previous years of EU-ROASPIRE, was observed in patients with IHD in 2010 and reported in the Kardio-Pol registry. The registry was developed to collect data regarding the therapy of CVD, diagnostic approaches, and modulatory risk factors in Polish patients with CVD or diabetes (Opolski G, Strojek K, Kurzelewski M, et al.; unpublished data). Although the study with CAD that have achieved LDL-C levels below 2.5 mmol/l is steadily on the rise. Nevertheless, there is still room for improvement, especially in the context of the recently published guidelines for the management of dyslipidemias and much lower (1.8 mmol/l) target values for LDL-C in patients with CVD. 3
